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ABSTRACT
The purpose of this study was to examine the needs 
of the home health client as perceived by the client, 
the primary family caregiver, and the primary home 
health nurse case manager. The similarities and 
differences of these perceptions were determined.
Also, the influence of socioeconomic factors and health 
locus of control on these perceptions were explored.
The theoretical framework which guided this study was 
Orem's (1985) self-care model. This study is a 
replication of original research by Smith (1986).
Using a descriptive, comparative design the convenience 
sample was of 21 clients, their family caregivers, and 
their nurse case managers was assessed through a free­
standing home health agency in a large Southern 
metropolitan area. The predictor variables, 
socioeconomic status and health locus of control, were 
measured through the use of two survey questionnaires, 
the Socioeconomic Status Index and the Multidimensional 
Health Locus of Control Scales, respectively. The 
criterion variable, perception of needs, was measured 
through the use of the Modified Molter Survey of Needs 
questionnaire. Descriptive statistical analysis was
iv
achieved through the use of frequencies. Analysis of 
Variance, Fischer*s Least Significant Difference, and 
Spearman's rho coefficient test.
Findings indicated clients, families, and nurses 
were harmonious in their perceptions of physical and 
knowledge needs. However, client-family dyads were 
more harmonious in their perceptions of feeling and 
caring needs than were nurse-client dyads. These 
perceptions may have been influenced by locus of 
control and socioeconomic status, as the nurses were 
significantly more internally oriented than the 
externally oriented clients and families and the nurse 
were significantly higher on the socioeconomic status 
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CHAPTER I 
THE RESEARCH PROBLEM 
Within the practice of nursing is the challenge to 
one individual, the nurse, to assess accurately the 
needs of another individual, the client. Various 
socioeconomic factors as well as a person's locus of 
control are considered to affect each individual's 
perception of these needs. The purpose of this study 
is to examine the needs of the home health client as 
perceived by the client, the family, and the home 
health nurse. The relationship of socioeconomic 
factors and locus of control as they relate to these 
perceptions also were studied.
Introduction to the Problem 
The practice of home health nursing has grown 
considerably over the past decade with the home health 
industry flourishing as a billion-dollar-a-year 
business, up from 500 million dollars in 1970 
(Jacobson, 1990). Society has begun to demand a cost- 
effective means of health care, as well as a system 
which values health maintenance and prevention. The 
nursing process involved for the home health client 
lacks the 24-hour surveillance provided for the
1
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hospitalized patient. Therefore, the opportunity to be 
with the client is limited to intermittent visits, 
which necessitate a comprehensive and accurate 
assessment of the client and his or her response to 
actual and potential illnesses.
The relationship between the client and family has 
always been recognized by the nursing profession as 
being extremely important in the provision of holistic 
health care. There is no setting where the family more 
actively participates in the provision of care to the 
client than in the home. In recognition of the 
client's family and their role in the client's 
achievement of optimum health, the nurse assesses the 
family's role and ability as a support system for the 
client. The primary goal of the nursing assessment is 
to identify the needs of the client. Client needs fall 
into different areas, such as mobility, social role, 
body image, independence (Muhlenkamp & Joyner, 1986) 
and health information as it relates to the specific 
problems of a chronic illness (Dodge, 1969). The home 
health nurse must be able to communicate and 
collaborate with the client and his family in such a 
way to create an environment in which all parties are 
enabled to achieve client goals. Client, family, and
3
nurse are viewed as physical, psychosocial, and 
interpersonal beings in which subjective interactions 
are acknowledged as significant to the success of the 
nursing process.
Recognition of nursing as a clinical profession 
inherently supports the value of an accurate assessment 
in providing care. This assessment includes how a 
client and significant other persons involved in the 
care perceive health care needs. The nurse, client, 
and family must be able to communicate on the same 
level in order for the collaborative process entailed 
in home health care to be realized. Social, economic, 
and cultural factors contribute to each individual's 
health beliefs and perception of health care needs 
(Kontz, 1989). Likewise, the concept of locus of 
control influences one's perception of needs (Rotter, 
1954). A person who believes his health is determined 
by fate, chance, or powerful others may have different 
perceptions of health care needs than one who believes 
their health is determined by their own actions and 
interventions.
According to Peplau (1952), if all participants in 
the nursing process work to identify the client's 
perceived needs, a feeling of capability and 
empowerment can be experienced by both client and
4
family. Feelings of helplessness and hopelessness 
decrease as a plan for intervention is formulated. The 
home bound client and his family then will regain a 
sense of control over their situation.
This descriptive, comparative study is motivated 
by the belief that clarification of perceptions by the 
client, family, and nurse leads to effective holistic 
nursing. The concepts of locus of control and 
socioeconomic status were studied, along with the 
concept of perception of need.
Significance to Nursing 
This study is a replication of an earlier study by 
Smith (1986) . In the original research, a greater 
similarity in perceptions of the clients* needs were 
found between the nurses and the family caregivers than 
between the client and the nurses and caregivers.
Smith also found greater similarities between the 
nurses * and family caregivers* orientation for locus of 
control and socioeconomic status than between either of 
these groups and the clients* locus of control and 
socioeconomic status.
A scarcity of nursing research exists regarding 
the subject of perceived needs of the home health 
client. Most research has been directed toward the 
hospitalized client. Highrighter (1984) called for
5
continued research in home health care, including 
replication studies. Oda (1989) suggested that just as 
collaboration among nurses is necessary for the 
continued growth of nursing, collaboration of research 
is basic to the advancement of home health care. By 
increasing nursing knowledge of the similarities and 
differences in perception, the home health nurse's 
ability to assess accurately the client's needs is 
enhanced. This increased accuracy then leads to more 
effective holistic care for the home health client.
Theoretical Framework of the Study 
The framework that guided this study is based on 
Orem's (1985) theory of nursing. Within this theory, 
the focus of nursing is on the client's ability to 
perform self-care, which is defined as a goal-oriented 
learned activity aimed at maintaining or restoring 
health. The capability of providing self-care is 
referred to as one's self-care agency. Three different 
nursing systems are found within this theory: wholly
compensatory, partially compensatory, and supportive- 
educative systems. The supportive-educative system is 
employed most often in home health nursing. The client 
and family caregiver interact with the nurse on an 
intermittent visit basis, viewing the nurse as a 
consultant to their self-care agency. The value and
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significance of the client's and family's perception of 
self-care demands are recognized by the nurse. Orem 
acknowledges various influential factors on an 
individual's perception of his environment. That 
environment encompasses the client's needs or self-care 
requisites necessary for the client achieving self- 
care.
Factors which affect the relationship between the 
nurse, the client, and the client's family include 
personal characteristics as age, sex, race, health 
beliefs, socioeconomic status, culture, roles in the 
family and community, and maturity as a person (Orem, 
1985). The conditions of living for the client and the 
family within the sociocultural orientation can have a 
positive or negative influence on the degree of 
development and quality of the self-care agency of 
individuals and their families.
A person's locus of control is a reflection of 
what the individual believes about his life, which 
influences his self-care demands. An internally 
oriented locus of control relates one's health to 
personal health beliefs and actions. The internally 
oriented client tends to take more responsibility for 
his health state and is actively involved in health 
planning and interventions. An external locus of
7
control relates one * s health to the actions of powerful 
others or to fate. The externally oriented client 
believes he is not responsible for his health state, 
that it is beyond his control and is more likely a 
matter of luck, fate, or the actions of others (Cox, 
1985).
Stated in Orem's theory is the belief that the 
self-care agency performs actions with either internal 
or external orientations. An understanding of locus of 
control allows the nurse to determine how to compensate 
for the self-care agency's deficits.
Information about these factors is relevant to the 
nurse gaining insight into accurately assessing the 
client's and family's perceived needs. The 
professional performance demanded by the nurse requires 
the development of perceptual skills in receiving and 
processing information so as to empower the client's 
self-care agency to relieve or resolve self-care 
deficits. Understanding individual perceived needs is 
an integral part of planning one's home health care, of 
increasing preventive health behaviors, and of 
increasing client and family collaboration in the 
performance of regaining or maintaining health.
8
Statement of the Problem
The primary research problem under investigation 
in this study was what are the needs of the home health 
client as perceived by the client, the family, and the 
nurse. A secondary research problem was: What is the
relationship among locus of control, socioeconomic 
status, and the needs of the home health client as 
perceived by the client, the family, and the nurse?
Research Questions
This study was designed to answer the following 
questions :
1. What are the needs of the home health client 
as perceived by the client, the family, and 
the nurse?
2. What are the similarities and differences in 
the perceptions of client needs by the 
client, the family, and the nurse?
3. What is the relationship between locus of 
control and needs of the home health client 
as perceived by the client, the family, and 
the nurse?
4. What is the relationship between 
socioeconomic status and needs of the home 
health client as perceived by the client, the 
family, and the nurse?
9
Definition of Terms 
Terms were theoretically and operationally defined 
as follows:
Perceived Need
A perceived need is an awareness of a condition in 
which a lack of satisfaction or fulfillment is 
experienced. Perceived needs were measured by the 
scores of the home health client, the family, and the 
nurse on the Modified Molter Survey of Needs Scale.
Home Health Client
A home health client is an individual who has been 
under the care of a home health agency for a minimum of 
2 weeks and who is at least 21 years of age and able to 
hear, speak, read, and write English.
Familv Member
A family member is one of a group of people 
related by blood, marriage, or other legal means and 
who is at least 21 years of age and able to hear, 
speak, read, and write English.
Home Health Nurse
A home health nurse is a registered nurse who is 
currently practicing in a home health care agency as a 




Locus of control is the attitude an individual 
maintains which reflects a sense of control, or lack of 
control, over the events in one's life. Locus of 
control was measured by the scores of the nurse, the 
client, and the family caregiver on the Multi­
dimensional Health Locus of Control Scale.
Socioeconomic Status
Socioeconomic status was measured according to the 
guidelines of Green's (1970) Manual for Scoring 
Socioeconomic Status for Research on Health Behavior. 
Compiled in this manual are data pertaining to an 
individual's age, sex, marital status, personal and 
household income, occupational status, and education 
which were recorded on the Socioeconomic Status Index.
Assumptions
Two assumptions were made for the purpose of this 
study:
1. The assessment of the home health client's
needs both as an individual and as a member 
of the family system is an essential 
requirement for planning a nursing system.
2. Perception of needs by the client, family,
and nurse is influenced by an individual's
socioeconomic status and locus of control.
CHAPTER II 
REVIEW OF THE LITERATURE 
The review of the literature for this study 
concerns the needs of the home health client as 
perceived by the client, family, and nurse, and the 
concepts of locus of control and socioeconomic status. 
The conceptualization, methodologies, and 
interpretation of these studies are discussed.
Perceived Client Needs 
Smith's (198 6) study of the needs of 15 home 
health clients as perceived by clients, families, and 
nurses examined both differences and similarities among 
the three groups. Each subject group completed the 
Modified Molter Survey of Needs Scale (MMS), the 
Multidimensional Health Locus of Control Scale (MHLC), 
and a Socioeconomic Status Index (SES) based on the 
Manual for Scoring Socioeconomic Status for Research in 
Health Behavior (Green, 1970). Analysis of Variance 
was used to compare the amount of heterogeneity within 
groups with the amount of heterogeneity between groups.
On the MMS the nurses' standard deviation was 
17.88, the clients' standard deviation was 15.49, and
11
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the families standard deviation was 10.12, indicating 
the families to be more homogenous than either the 
nurses or the clients in their perception of needs. 
Through the use of a triple-paired t-test, the clients* 
scores were found to be significantly different and 
lower than either the nurses or the family members* 
scores (p < 0.05). The relevance of these scores is 
that the clients' perceived needs in general as less 
important than did the nurses or the family members. 
Using the same triple-paired t-test, each subscale of 
the MMS was analyzed. Regarding all three subscales, 
physical care, feeling/caring, and knowledge needs, the 
client group continued to differ significantly from the 
nurses and the families (p < 0.05).
In analyzing the MHLC, little variation was found 
within each group, with standard deviations of 0.28, 
0.59, and 0.73, respectively for the nurses, families, 
and clients (M = 3.98, 3.64, and 3.08, respectively). 
Again using the triple t-test, the three groups were 
significantly different, with the clients scoring 
highest, then the families, and the nurses. Each 
subscale of the MHLC was analyzed. On the internal 
scale, no significant difference was observed between 
the groups. On the chance subscale, the client was 
significantly higher than the other groups, who were
13
similar. On the powerful others subscale, the nurses 
were significantly lower than the other groups who were 
similar to each other. The data suggested that the 
clients were highly externally oriented in their locus 
of control. The families were also externally oriented 
but to a lesser degree, and the nurses were internally 
oriented.
The SES revealed variability between the groups 
with the clients scoring lowest (M = 55.19, SD =
10.86), the family scoring higher (M = 61.27, ^  = 
7.63), and the nurses scoring highest (M = 75.57, SD = 
2.59). No analysis for significance was reported.
Spearman's rho was used to determine linear 
relationships among the variables. The scores 
indicated a significant inverse relationship between 
the clients' chance locus and SES index (r = -0.67); 
that is, the lower the SES, the stronger the chance 
locus orientation. Both SES and chance locus scores 
suggested an influence in perception of client needs.
In summary. Smith (1986) found greater similarity 
in the perception of needs between the nurses and the 
family members than between the clients and the other 
two groups. Nurses and family members were found to 
function with an internal locus of control, whereas.
14
clients were externally oriented. Socioeconomic 
factors and locus of control were found to influence 
perception of client needs.
The affective state of 28 oncology clients as 
perceived by the clients themselves and by their 
families were studied and compared by Jennings and 
Muhlenkamp (1981). Two instruments were used to 
collect data for the study: The "Today" form of the
Multiple Adjective Affect Check List and the Digit Span 
Backwards Test from the Wechsler-Bellevue Intelligence 
Scale. The differences between the means of the 
caregivers* estimations and the client's self-reported 
levels were analyzed through the use of analysis of 
variance. Pearson product moment correlation 
coefficients were computed on the relationship between 
denial and the levels of three affective states 
reported by the clients. Levels of anxiety, hostility, 
and depression were perceived as worse by the families 
than by the clients themselves. The researchers 
theorized that caregivers need to see clients as 
feeling negatively in order to reassure themselves that 
their value systems, emphasizing health, are intact.
15
A comparison study of perceptions of pain by burn 
patients and their nurses was conducted by Walkenstein
(1982). The purpose of the study was to determine what 
relationship exists between burned patients * 
perceptions of pain and nurses * perception of patients * 
pain. Fifteen patients and eight nurses were studied 
using the Stewart Pain-Color Scale. The Pearson 
product-moment correlation coefficient was selected to 
describe the relationship between two related groups, 
patients and nurses, concerning the same trait, pain. 
Data analyzed on the 45 paired scores demonstrated that 
there was a positive correlation between the nurses * 
and patients* perceptions of pain, in general, and was 
significant at the 0.01 level (r = o.44). The t-test 
was t = 3.22; ^  = 43; p < 0.05. However, no 
significant relationship was found between the nurses' 
and patients' perceptions of pain while treatments, 
such as physical therapy, hydrotherapy, and 
debridement, were being administered.
Locus of Control
Many researchers have studied the effects of locus 
of control as it relates to the nursing process. 
Wallston, Smith, King, Forsberg, Wallston, and Nagy
(1983) correlated data from four studies of 551 adults 
in which the relationship between expectancies for
16
control of one’s health and preference for control of 
one’s health care were addressed. Expectancies for 
control of one’s health was operationalized by the use 
of the Multidimensional Health Locus of Control Scale. 
Preference for control of one's health care was 
determined by the use of the B and I subscales of the 
Krantz Health Opinion Survey. Conclusions were that 
persons who function with an external locus of control 
tend to be passive in their treatment and are less 
likely to have needs related to self-care. Persons who 
are internally oriented have a more active role in 
their treatment and are likely to have needs related to 
self-care, as they seek knowledge to increase their 
ability to improve their health.
Saltzer and Saltzer (1987) studied undergraduate 
university students to determine the effect of locus of 
control on the students' experience with acne. The 
researchers developed the Acne Locus of Control Scale 
for this study. The 4-item scale consisted of two 
internally worded items and two externally worded 
items. Using a 6-point Likert-type format ranging from 
"strongly agree" to "strongly disagree", the scale is 
scored in the external direction. Possible scores 
ranged from 4, maximum internal, to 24, maximum 
external. The 116 subjects were divided into three
17
subgroups for comparison. The first group consisted of 
subjects who were without acne, the second group were 
those with slight acne, and the third group were those 
with moderate to severe acne. The mean scores for each 
of the three groups were 11.9, 14.3, and 16.4,
respectively. When the second and third groups were 
studied contrasting the mean ALOC scores, significance 
was approached (f = 3.20, p < .10). Those students who 
were externally oriented experienced more severe 
disease and required more medical intervention than 
those who were internally oriented. The researchers 
suggested specific locus of control scales for specific 
medical conditions to enhance accuracy of the results.
Edelstein and Linn (1986) made a somewhat 
surprising discovery when they followed 12 0 men with 
insulin dependent diabetes mellitus, using Rotter's 
Locus of Control Scale. Control of diabetes was 
measured with a score derived from 5-point weighted 
scales for hemoglobin Al, fasting blood glucose, 
triglyceride, and cholesterol. Baseline and 6-month 
locus of control scores were correlated with metabolic 
control at 6 and 12 months. Results showed that an 
internal orientation was associated with poorer control 
of the disease at both 6 and 12 months. Those men who 
were externally oriented demonstrated better control of
18
their diabetes than those internally oriented. The 
authors suggested the possibility that the internally 
oriented subjects felt less susceptible to illness and 
thus their motivation to comply with treatments may 
have been less than those externally oriented subjects.
Socioeconomic and Cultural Influence 
Davitz, Pendleton, Heisham, Dowling, Gonzalez, 
Lige, Schneeman, Siegel, and Tomkins (1969) studied 67 
nurses' perceptions of patient suffering. The subjects 
were asked to rate the degree of suffering they 
perceived each of 40 fictional clients experienced as 
described in a questionnaire survey. The instrument 
consisted of 40 brief statements describing critically 
ill individuals. Included in each item were the 
selected characteristics of age, sex, and socioeconomic 
class, all randomly distributed in the questionnaire. 
Subjects rated the degree of inferred suffering by 
checking off their response on a 7-point rating scale 
which ranged from "no suffering" to "very severe 
suffering". Differences between ratings for the 
various subcategories were evaluated by examination of 
the confidence limits of the means. A difference 
between two means was accepted as significant if their 
confidence limits did not overlap. The results of the 
study indicated that age and socioeconomic class
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influenced the degree of suffering perceived by the 
nurses. Youths were perceived to suffer more than 
elders. Persons of lower and middle socioeconomic 
classes were perceived to suffer more than persons of 
the upper class. No differences in perception were 
discernible as a function of whether or not the client 
was male or female.
The learning needs of persons with cancer as they 
were perceived by the 27 clients and 3 3 nurses who 
provided their care were studied and compared by Lauer, 
Murphy, and Powers (1987). Using a questionnaire 
developed by the investigators, the subjects rated the 
degree of importance of learning 3 6 informational 
items, including nutrition, treatment, and diagnostic 
testing. Nurse subjects achieved a higher mean score 
on the ratings of general items (M = 4.55; ^  = .39) 
than did the clients (M = 3.72; ^  = .81) and the 
difference between these means was significant (t[58] = 
5.46, p < .001). For the nurse subjects, the highest 
mean ratings were assigned to availability of financial 
assistance, caring for self at home, and discussing 
concerns with family and friends. The oncology clients 
rated knowing their diagnoses as most important, then 
their plans of care, caring for themselves at home, and 
what they would experience during diagnostic
20
procedures. An independent t test was used to test for 
differences between black and white clients in the 
degree of importance assigned to general items. The 
mean for 14 black clients (M = 3.37, SD =.78) was found 
to be lower than the mean for the 12 white and 1 
Hispanic client group (M = 4.0, SD = .60) and 
significantly different (t[25] = 2.24, p < .05). No 
significant difference between 12 male and 15 female 
clients with regard to the degree of importance 
attributed to general items (t[25] = .34, p < .05). 
Pearson product-moment correlations were performed to 
examine the relationship between the nurse's age and 
education and the overall degree of importance assigned 
to the general information items. These correlations 
were significant (p = .01; p = .05, respectively).
Summary
The literature revealed differences in perception 
of needs (Smith, 1986; Jennings & Muhlenkamp, 1981; 
Walkenstein, 1982). Locus of control, socioeconomic 
status, age, and race were demonstrated to be 
influential on perception in various situations 
(Wallston, et al, 1983; Saltzer & Saltzer, 1987; 
Edelstein & Linn, 1986; Davitz, et al 1969; Lauer, 
Murphy, & Powers, 1982). The role of an individual in 
the health care situation, be it client, family, or
21
nurse, was shown to influence perceived needs (Smith, 
1986; Jennings & Muhlenkamp, 1981; Walkenstein, 1987).
The home health nurse is in a uniquely 
advantageous position to identify and contrast 
similarities and differences in perceived needs of 
their clients and family members. This study 
contributes nursing knowledge for enhancement of the 
nurse's ability to provide holistic care to home health 
clients and their families.
CHAPTER III 
METHODOLOGY
The purpose of this study was to examine the needs 
of home health clients as perceived by the clients, 
their family caregivers, and the home health nurse case 
managers. The criterion variable was perceived needs 
and the predictor variables were locus of control and 
socioeconomic status. Control variables were the 
subjects* literacy with the English language, age of 
the subjects, and duration of home health care service. 
Intervening variables may have included the varied 
career experiences of the nurses and any past 
experience and knowledge of home health care possessed 
by the clients and their family caregivers. This 
descriptive, comparative design was a replication of an 
earlier study by Smith (1986).
Instrumentation 
Data were collected by three paper and pencil 
questionnaires: Molter Survey of Needs Scale (MMS) as
modified by Smith (1986) for home health clients. 
Multidimensional Health Locus of Control Scales (MHLC), 
and the Socioeconomic Status Index (SES).
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The Molter Survey of Needs Scale consisted of 31 
statements of needs and was answered on a 4-point rated 
summation scale of (1) not important, (2) slightly 
important, (3) important, and (4) very important (See 
Appendix A). Statements were divided among three 
subscales that measured subjects' perceptions of: (a)
knowledge as it pertained to information about the 
client's illness or the client and family use of 
community resources; (b) feeling/caring issues as they 
related to experiencing emotions and demonstrating 
caring; and (c) physical care which referred to actual 
physical care of the client.
Molter established validity by asking a panel of 
judges to determine if additional statements were 
needed in the instrument. No new needs were identified 
thereby supporting content validity (Leske, 1986; 
Molter, 1979). Cronbach's alpha coefficient, used to 
determine reliability, produced an alpha of 0.98, 
therefore internal consistency was supported (Leske, 
1986). From the original 45 statements of needs in the 
Molter survey, 19 were modified and made applicable to 
home health clients by Smith (1986). Items 
specifically referring to acute illness were replaced 
with items reflecting perceived needs of home health 
clients. Replacement items were taken from a survey of
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needs reported by family members in a study by Edstrom 
and Miller (1981). The modified statements, as well as 
those added, were submitted to a panel of six reviewers 
for verification of accuracy and readability. The four 
statements that received 67% or less agreement were 
deleted from the questionnaire. No new needs were 
identified by the panel of reviewers when they were 
requested to "write-in" any need not mentioned, thus 
content validity for the revised scale also was 
supported (Smith, 198 6).
Wallston (1983) designed the Multidimensional 
Health Locus of Control Scale. Form A, to measure the 
construct locus of control (See Appendix B). This 
instrument contained three 6-item subscales: (a)
Internal Health Locus of Control (IHLC) which measured 
the belief that an individual's own behavior 
contributes to the health status; (b) Powerful Others 
Health Locus of Control (PHLC) which measured the 
belief that an individual's state of health or 
condition of illness is dependent on powerful other 
persons ; and (c) Chance Health Locus of Control (CHLC) 
which measured the belief that an individual's health 
status is mostly a matter of fate, luck, or chance.
Form C of the MHLC scale was designed by Wallston 
(personal communication. May, 1990) to measure the
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condition-specific locus of control beliefs of persons 
with an existing medical or health-related condition, 
such as diabetes, hypertension, or arthritis. Form C 
is designed to eliminate the difficulties some persons 
with an illness may experience when responding to items 
such as "if it's meant to be, I will stay healthy".
This instrument contains three 8-item subscales : IHLC,
PHLC, and CHLC. According to Wallston (1988), evidence 
of Form C's internal consistency and concurrent 
validity has been documented. Content and construct 
validity as well as reliability estimates of Form A 
have been documented (Gierszewski, 1983). Both Forms A 
and C of the MHLC use a 6-point summation scale that 
ranges from (1) strongly disagree, (2) moderately 
disagree, (3) slightly disagree, (4) slightly agree,
(5) moderately agree, to (6) strongly agree.
The third instrument, a Socioeconomic Status Index 
determined socioeconomic data for clients, families or 
primary caregivers, and nurses based on the guidelines 
of Green's Manual for Scoring Socioeconomic Status for 
Research on Health Behavior (1970) (See Appendix C).
The indexes were developed by stepwise regression 
analysis on data collected from a statewide sample (N = 
1592) of California families with at least one child 
under 5 years of age. This instrument was used because
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it measured health behaviors by optimizing the 
prediction of family health actions from socioeconomic 
data. Validity of this measure was established by 
"combining all three status attributes with the 
following weights: SES (white) = 0.59 x education +
0.27 X income + 0.2 5 x occupation and (nonwhite) = 0.3 6 
X education + 0.42 x income + 0.2 5 x occupation"
(Green, 1970, p. 825). The range of possible scores by 
each of the weighted systems of education, income or 
education is approximately 30 to 85. Reliability was 
established when the multiple correlation coefficients 
between "each of the nonwhite scoring systems and the 
composite index of preventative health behavior for the 
California nonwhite sample were r = 0.445, 0.438, and
0.4 01, when correlated with the three-factor index, the 
two-factor index, and the Hollingshead index of Status 
Position, respectively" (Green, 1970, p. 826). Because 
variations occur in socioeconomic characteristics 
throughout the United States, the income levels of the 
instrument were adjusted to reflect the lower income 
levels of the South.
Setting
The setting for this study was a large 
metropolitan area and the surrounding parishes in 
Louisiana. A private free-standing home health agency
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was the source for both the home health clients and the 
home health nurses. This agency provides care for all 
socioeconomic levels.
Population and Sample
In 1989, 1450 clients were referred to the home 
health agency, and of that number, only 19 were not 
accepted for reasons such as not being homebound or not 
requiring skilled care. The nursing staff was 
comprised of 2 3 registered nurses and 2 licensed 
practical nurses. Ancillary services, such as home 
health aide care, physical, occupational, and speech 
therapy, as well as social services, also were 
available through this agency.
Data were collected from a convenience sample of 
21 clients, 21 family caregivers, and 11 registered 
nurses who provided the home health care to these 
clients. The following criteria guided the selection 
of subjects for this study: (a) a home health agency
client who had received nursing service for a minimum 
of 2 weeks, was at least 21 years of age, and was able 
to speak, hear, read, and write English; (b) a primary 
caregiver or family member who was related to the 
client either through blood or marriage, who cared for 
the client and was available to provide health 
information; (c) a home health registered nurse who
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served as case-manager and was available to provide 
health care information. The rationale for criteria 
guiding subject selection was that interaction among 
the client, the family member caregivers, and the nurse 
was sufficient to provide for informed conclusions 
about the client's needs. Each subject was assured 
their participation in the study was voluntary, their 
health information was confidential, and their 
anonymity would be protected. Approval for this study 
was granted by the Committee on Use of Human Subjects 
in Experimentation of the Mississippi University for 
Women (See Appendix D).
Data Collection 
In preparation for data collection, the purpose of 
the study was explained to the nursing staff, a copy of 
the project summary was distributed for reference, and 
a technique for introducing the study to the clients 
and their families was suggested. Clients and their 
families were asked by the registered nurse case 
manager if they were willing to participate in the 
study. Written consent was obtained from each study 
participant (See Appendix E),
The instruments were administered to each nurse at 
either the agency office or their home. Data from 8 of 
the study's 21 paired client-family caregivers were
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collected by the primary investigator. Data from 13 
other client-family caregivers were collected by 11 
primary nurse case managers. Those nurses expressed a 
interest and demonstrated an understanding for 
administering the instruments to their clients and 
family caregivers. The instruments were given in 
random order and required a total of approximately 20 
to 3 0 minutes to complete.
Data Analysis 
Statistical Analysis Systems software were used on 
the frequency statistics to describe the sample of 
subjects. The total scores achieved by the subjects on 
the MMS, the MHLC, and the SES were subjected to the 
Analysis of Variance (ANOVA) to determine within group 
and between group differences. The rationale for 
approaching data through the use of the ANOVA was that 
it compared the amount of heterogeneity within groups 
with the amount of heterogeneity between groups.
Between group scores then were compared by the use of 
Fischer's Least Significant Difference (LSD) test. 
Spearman's rho was used to determine the direction and 
the strengths of the association among the variables of 
MMS, MHLC, and SES. Raw data for this study may be 
found in Appendix F.
CHAPTER IV 
ANALYSIS OF THE DATA
The research questions that guided this 
comparative study were;
1. What are the needs of the home health client 
as perceived by the client, the family, and 
the nurses?
2. What are the similarities and differences in 
the perceptions of client needs by the 
client, the family, and the nurse?
3. What is the relationship between locus of 
control and needs of the home health client 
as perceived by the client, the family, and 
the nurse?
4. What is the relationship between 
socioeconomic status and needs of the home 
health client as perceived by the client, the 
family, and the nurse?
Description of the Sample
A total of 207 clients were screened for 
consideration as subjects for this study. Of that 
number 52 clients were considered potential
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participants in the study. However, 31 clients did not 
participate for the following reasons: 2 died, 8 were
hospitalized, and 22 were found to be impaired due to 
visual and/or auditory sensory impairments on their 
part or in relation to their family caregiver, or 
mentally inappropriate. Therefore, 21 clients, 21 
family caregivers, and 11 nurses provided data for this 
study.
Demographic information of the total sample 
revealed that the participants resided in the greater 
metropolitan area and ranged in age from 2 5 to 89 years 
and reflected a mean age of 53. More than half (63%) 
of the participants were married and more than half 
(71%) were female. Almost all (96%) of the clients and 
family caregivers were retired. Annual incomes ranged 
from $1,000 to $50,000 or more. Participants* 
educational levels ranged from 0 to 17 or more years. 
The occupations varied from laborers, such as sitter, 
to professionals, such as architect.
The 21 clients were mostly female (67%) whose ages 
ranged from 25 to 87 years, with a mean age of 60.
This group's education ranged from 0 to 16 years. All 
of the clients were retired, with four never having 
worked outside of the home.
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The 21 family caregivers who cared for the clients 
were evenly divided between male (52%) and female 
(48%). Their ages ranged from 25 to 89 years with a 
mean age of 56. Family caregiver incomes ranged from 
$1,000 to $50,000 or more per year. Educational levels 
ranged from the first grade through four years of 
college. All were retired except two; one was a 
graduate student and the other was a salesperson.
All but one of the 11 nurses who participated in 
this study were female. The ages ranged from 29 to 61 
years with a mean age of 43. Annual income ranged from 
$15,000 to $50,000 or more. Education ranged from two 
years of college to five or more years of college.
Analysis of Findings
In this section the findings related to the 
predictor and criterion variables are analyzed. The 
criterion variable, perception of needs, was analyzed 
according to the subjects' perception of needs in 
general, and according to specific categories of needs, 
which are knowledge, physical, and feeling/caring 
needs. One predictor variable, locus of control, was 
analyzed according to the overall locus of control and 
also according to specific constructs of locus of 
control, which are internal, chance, and powerful
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others. The other predictor variable, socioeconomic 
status, was analyzed according to age, sex, occupation, 
income, and education.
Perceived Client Needs
The total scores achieved by clients, family 
caregivers, and nurses on the Modified Molter Survey of 
Needs Scale (MMS) were subjected to the Analysis of 
Variance (ANOVA) to determine within group and between 
group differences (F = 1.89, df = 2, p = 0.16). On the 
MMS, client scores were lower than family caregiver 
scores which were lower than nurse scores (See Table
1). Within group differences in mean scores for 
clients, families, and nurses varied as demonstrated by 
standard deviation measures, with the nurse group being 
most homogenous and the client group being least 
homogenous.
Table 1
Perceptions of Client Needs bv Client. Familv. and
MMS
Subject n Range M SD
Client 21 63-124 97.8 15.9
Family 21 83-124 103 . 0 12 . 9
Nurse 21 84-124 105 . 6 10.0
34
Between group scores on the MMS then were compared 
by the use of Fischer's Least Significant Difference 
(LSD) test. Even though the nurses scored highest on 
the MMS, with the family caregivers scoring between the 
nurses and the clients, their scores were not found to 
be significantly different from one another (See Table
2) .
Table 2
Perceptions of Clients Needs bv Clients, Familv. and 
Nurse bv Fischer's LSD Test Scores for MMS
Subject n M
Nurse 21 105.6
Family 21 103 . 0
Client 21 97.8
N = 21.
F = 1.89, df = 2, P ~  0.16.
LSD = 8.21.
Subscale scores of the physical, feeling/caring, 
and knowledge needs achieved on the MMS also were 
analyzed. On the physical subscale, the ANOVA was not 
significant (F = 1.24, ^  = 2, p = 0.30), however 
client scores were lower than family caregiver scores 
which were lower than nurse scores. On the 
feeling/caring subscale the ANOVA was significant 
(F=4.67, dT = 2, p = 0.13), however client scores were
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lower than family caregiver scores which were lower 
than nurse scores. The relationship of the scores on 
the knowledge subscale differed from the physical and 
feeling/caring subscales. On the knowledge subscale 
the ANOVA was not significant (F = 1.24, ^  = 2,
P = 0 .30), however client scores were lower than the 
nurse scores, and the family scores were higher than 
both client and nurse scores. The nurse scores were 
found to be more homogenous than the family scores, and 
the family scores were more homogenous than the client 
scores (See Table 3).
Table 3
Perceptions of Client Needs bv Client. Familv. and 
Nurse bv Range, Mean, and Standard Deviation Scores for 
MMS Subscales
Physical Care Feeling/Caring Knowledge
Subject Range M Range M Range M SD
Client 21-56 40.3 9.9 11-24 18.6 3.5 31-44 38.9 4.7
Family 28-56 43.2 8.8 15-24 19.6 3 . 0 32-44 40.2 4.3
Nurse 32-56 44.4 7.3 18-24 21.3 2 . 1 31-44 39.9 2.8
N = 21 triads.
The prorated mean of each item scored (on a 4- 
point scale, 1-4) for subscale was calculated for each 
of the subject groups. The scores for all subject
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groups were higher on the knowledge subscale than on 
the feeling/caring subscale which were higher than on 
the physical subscale (See Table 4).
Table 4
Perceptions of Client Needs bv Client, Family, and
Subj ect Physical Feeling/Caring Knowledge
Client 2.9 3.1 3.5
Family 3 .1 3. 3 3.7
Nurse 3.2 3.6 3 . 6
N = 21 triads.
In order to clarify differences, the between group 
means of the subscales of the MMS, physical care, 
feeling/caring, and knowledge, were compared by use of 
Fischer's LSD. The perceptions of the client needs by 
all three subject groups on the physical and knowledge 
subscales were not found to differ significantly from 
each other. Yet on the feeling/caring subscale, the 
nurses and clients were significantly different from 
each other, with the nurses scoring these needs 
significantly higher than did the clients. The family 
scores were not significantly different from either the 
client scores or the nurse scores (See Table 5).
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It was noted that when individual needs statements 
were examined, only one statement was scored as most 
important by all three subject groups. This item 
addressed the client feeling cared about by the home 
health agency personnel. The clients, family 
caregivers, and nurses all scored a group score of 80 
out of a possible 124 on this item. The other most 
valued needs were related to the need for honest and 
understandable explanations being given to the client 
and family, the need to be assured of the best possible 
care being given, and the need for the client and 
family being instructed regarding the client's 
medications.
Table 5
Perceptions of Client Needs bv Client, Family, and 
Nurse bv Fischer's LSD Scores for the MMS Subscales
Physical Carea Feeling/Caringb Knowledgec
Subject M LSD M LSD M LSD
Client 40.3 5.4 18.6* 1.8* 38.9 2.3
Family 43.2 5.4 19.6 1.8 40.3 2.3
Nurse 44.4 5.4 21.3* 1.8* 39.9 2.3
N = 21 triads.
aF = 1. 24, M  = 2, p = 0.30. b F = 4.67, M. — 2 ,p=0.13. cF = 0. 59, df = 2, p = 0. 56.
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Locus of Control
On the Multidimensional Health Locus of Control 
Scale (MHLC) and each of the three subscales. Internal 
Health Locus of Control (IHLC), Chance Health Locus of 
Control (CHLC), and Powerful Others Health Locus of 
Control (PHLC), the possible range of prorated means 
with 1.0 to 6.0. A score of 1.0 indicated the least 
amount of influence and 6.0 indicated the greater 
amount of influence.
The total scores achieved by the clients, family 
caregivers, and nurses on the MHLC were subjected to 
the ANOVA to determine within group and between group 
differences. On the total MHLC the ANOVA was not 
significant (F = 10.55, ^  = 2, p = 0.0001), but client 
scores were higher than were the family scores which 
were higher than the nurse scores. Within group 
differences varied little as demonstrated by standard 
deviation measures with the nurse group being most 
homogenous, as they were on the MMS (See Table 6).
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Table 6
Ranae. Mean, and Standard Deviation
Subject n Range M
Client 21 2.8-5.0 3 . 9 0.6
Family 21 2.5-5.1 3.7 0.8
Nurse 21 2.5-4.0 3 . 1 0.5
F — 10.55, df = 2, p = 0.0001.
To clarify differences in overall locus of 
control, between group scores on the MHLC then were 
compared by the use of Fischer's LSD. The nurse scores 
were significantly lower than the client scores and the 
family caregiver scores, yet the client scores and the 
family caregiver scores were not significantly 
different from each other (See Table 7).
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Table 7
Fischer's LSD Test Scores for MHLC




N = 21 triads.
LSD = 0.39.
*p < .05.
The subscale scores of the IHLC, CHLC, and PHLC 
were then analyzed. These analyses included subjecting 
the scores achieved by the clients, family caregivers, 
and nurses to the ANOVA and Fischer's LSD to determine 
the significant differences of the scores on the MHLC 
scores of IHLC, CHLC, and PHLC.
On the IHLC subscale nurse scores were higher than 
the family scores which were higher than the client 
scores. On the CHLC subscale client scores were higher 
than the family scores which were higher than the nurse 
scores. On the PHLC subscale client scores were higher 
than the family scores which were higher than the nurse 
scores. These scores indicated more homogeneity in the 
nurse scores than in the client scores and the family 
scores (See Table 8).
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Table 8
Ranae, Mean. and Standard Deviation for MHLC Subscales
Internal Health Locus of Control
Subject Range M SD
Client 2.4-5.1 3.7 0.7
Family 2.1-6.0 4.2 1.1
Nurse 3.3-5.3 4 . 2 0.5
Chance Health Locus of Control
Subject Range M m
Client 1.9-5.9 3.5 1.2
Family 1.0—6.0 3 .1 1.5
Nurse 1.0-4.8 2 . 5 0.5
Powerful Others Health Locus of Control
Subject Range M
Client 3.3-5.9 4 . 5 0.7
Family 2.0-5.8 3 . 8 1.0
Nurse 1.7-3.7 2.5 0.5
The between group means of the subscales then were 
compared by use of Fischer's LSD. No significant 
difference was found between client, family, and nurse 
scores on the IHLC. The nurse scores on the CHLC were
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significantly lower than the client scores, yet the 
family scores were not significantly different from 
either group * s scores. The PHLC subscale scores of 
each subject group were each significantly different 
from each of the other groups, with the client group 
scoring highest, the family caregiver group scoring the 
next highest, and the nurse group scoring the lowest 
(See Table 9).
Table 9
Health Locus of Control of Client, Familv. and Nurse bv 
Fischer's LSD for MHLC Subscales
IHLCa CHLCb PHLCc
Subjects Difference LSD Difference LSD Difference LSD
Client-
Family 0.44 0.49 0.41 0.83 0.65** 0.47
Client-
Nurse 0.47 0.49 1. 05* 0.83 2.00** 0.47
Family-
Nurse 0. 03 0.49 0. 63 0.83 1.34** 0.47
N = 21 triads. 
aF = 2.29, df = 2, p = 0.11, bF = 3.26, ^  = 2, p=0.05, 
CF = 38.03, «  = 2, p = 0.0001.
Socioeconomic Status
The total scores achieved by clients, family
caregivers, and nurses on the SES were subjected to the
weighted scoring procedure of the indices to establish
socioeconomic factors. Nurse scores were higher than
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the family scores which were higher than the client 
scores. As with the other instruments the nurse scores 
were most homogenous as indicated by the lower standard 
deviations (See Table 10).
Table 10
Nurses bv SES
Subj ect n Range M Range
Client 21 40.54-75.51 53 . 61 10.91
Family 21 38.46-72.63 54.64 9. 12
Nurse 21 54.59-76.81 60. 33 6.93
To clarify the between group differences, means 
of the SES scores then were compared by use of 
Fischer's LSD. The nurse scores were found to be 
significantly higher than both the client and the 
family caregiver scores. The client and family 
caregiver scores were not found to be significantly 
different from one another (See Table 11).
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Table 11
Socioeconomic Status of Client, Family, and Nurse bv 
Fischer's LSD Test for SES Scores




N = 21 triads.
F = 3.63, df = 2, p = 0.03. 
LSD = 5.65
Correlations Amona Variables
As a replication of Smith (1986), the total scores 
achieved by the clients, family caregivers, and nurses 
on the MMS and the MMS subscales, on the MHLC and the 
MHLC subscales, and on the SES Index were subjected to 
Spearman's rho to determine linear relationships or the 
strengths of the association among these variables. 
Using correlations with a probability of 0.05 or less, 
34 significant correlations were identified, but only 4 
of these correlations were in direct relation to 
perception of needs. The remaining 3 0 correlations 
were among SES and MHLC, and among the MHLC subscales, 
thus excluding a direct relationship to perception of 
needs (See Table 12).
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The scores of the clients, family caregivers, and 
nurses indicated the strongest relationship in terms of 
the criterion variable, perceived client needs, to be 
between the clients* MMS and the family caregivers * 
scores (r = .5950, p = .004). Three relationships 
existed between the criterion variable and the 
predictor variables. A moderate relationship of 
association existed between the nurses * MMS scores and 
the family caregivers' CHLC scores (r = .5886, p = .005). 
There was also a moderate relationship shown between 
the clients' MHLC scores and the family caregivers' MMS 
scores (r = .4366, p = .05).
Table 12 A
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Data Usina Spearman's rho
CLIENT MMS MHLC IHLC CHLC PHCL SES
CLIENT
MMS --- . 1607 — .0554 . 0111 .2529 . 3484
MHLC . 1607 — — — — .6176* .6634* .6690* -.1138
IHLC — .0554 . 6176 ---- . 0385 . 5977* -.0716
CHLC . 0111 . 6634* . 0385 — —— . 0421 .0755
PHLC . 2529 .6690* .5977* . 0421 ---- -.0977
SES . 3484 -.1138 -.0716 -.0755 -.0977 ----
FAMILY
MMS .5950* .4366* . 4206 . 1286 .4161 . 0957
MHLC .2344 .3293 .2093 .2586 . 3569 .0299
IHLC . 2885 . 1595 .4659* .2732 . 3910 .3075
CHLC . 0498 . 4405* . 0821 .6185* . 1333 -.2320
PHLC . 1085 -.0497 -.0033 -.0125 . 2862 . 0320
SES . 3783 . 1164 -.0085 -.1289 . 3268 .5896*
NURSE
MMS . 1261 . 1821 -.1024 . 2995 -.0225 -.0547
MHLC .3189 -.0343 -.2669 . 3464 -.3046 .5091*
IHLC .2601 . 1915 .3871 -.1372 .4171 .1214
CHLC . 2512 -.0187 — .3 696 .4092 -.4309* .3931
PHLC . 1058 . 0166 . 1336 -.1653 .2963 .0652
SES .3043 . 1381 -.3178 .3678 -.1105 .0309
AGE -.1853 -.0482 . 2680 -.4172 . 0316 .2215




Data Usina Snearinan's rho
FAMILY MMS MHLC IHLC CHLC PHLC SES
FAMILY
MMS --- .1837 . 3024 . 1101 -.0124 .1575
MHLC .1837 .4886* .7643 .6671* .0961
IHLC . 3024 .4886* ---- . 0164 . 1221 . 3408
CHLC . 1101 .7643* . 0164 ---- .2890 -.1437
PHLC -.0124 .6671* . 1221 . 2890 ---- .0692
SES . 1576 . 0961 . 3409 -.1437 . 0692 ----
NURSE
MMS . 2421 . 2708 -.1348 .5886* -.0327 -.0085
MHLC -.1484 . 2498 — .0654 . 3047 . 1029 .0378IHLC .3638 .3971 .5048* .0374 . 1029 .0378
CHLC -.1500 -.0399 -.2559 .2532 -.2498 . 0997
PHLC . 1250 . 4290 . 1836 . 1314 .6052* . 0612
SES -.0320 . 0351 -.0637 . 3539 -.3828 -.0772




Data Usina Snearman's rho
NURSE MMS MHLC IHLC CHLC PHLC SES
NURSE
MMS — — — . 1431 -.3851 .5051 -.1756 .4969*
MHLC . 1431 ----------- . 0936 .7102* .2745 .3546
IHLC -.3851 . 0936 ----- -.5610* .7072* -.2320
CHLC . 5051 .7102* -.5610* ----------- — .3561 .5812*
PHLC -.1756 .2745 .7072 -. 3560 ----------- — . 4436
SES .4969* . 3546 .2320 .5812* - .4436 — — — —




The purpose of this descriptive, comparative study 
was to examine the needs of the home health client as 
perceived by the client, the primary family caregiver, 
and the primary home health nurse case manager. The 
similarities and differences of these perceptions were 
determined and the influence of socioeconomic factors 
and health locus of control on these perceptions was 
explored. The theoretical framework which guided this 
study was Orem's (1985) self-care model. This study is 
a replication of original research by Smith (1986).
The convenience sample of 21 clients, 21 family 
caregivers, and 11 home health nurse case manager was 
obtained through a private free-standing home health 
agency in a large Southern metropolitan area. The 
predictor variables, socioeconomic status and health 
locus of control, were measured through the 
administration of two survey questionnaires, the 
Socioeconomic Status Index (SES) and the
Multidimensional Health Locus of Control Scales (MHLC), 
respectively. The MHLC consisted of three subscales:
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the Internal Health Locus of Control, the Chance Health 
Locus of Control, and the Powerful Others Health Locus 
of Control. The criterion variable (perception of 
needs) was measured through the administration of the 
Modified Molter Survey of Needs questionnaire (MMS).
The three subscales of needs measured by the MMS were 
physical needs, feeling/caring needs, and knowledge 
needs. Descriptive statistics. Analysis of Variance, 
Fischer's Least Significant Difference test, and 
Spearman's rho coefficient test were used to analyze 
the data. Findings similar to those found in the 
original research study were encountered as well as 
unexpected findings.
Summarv of Findings
Responses on the Modified Molter Survey of Needs 
Scale reflected either the importance of client needs 
or their lack of importance. In general the 
perceptions of nurses, family caregivers, and the 
clients were found not to be significantly different 
from one another. All three groups perceived the need 
for knowledge to be greater than the need for 
feeling/caring, which was perceived as greater than the 
need for physical care. No significant difference was 
found in the perceptions of the three subject groups 
regarding the physical and knowledge needs. The nurses
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rated feeling/caring needs significantly higher than 
did the clients, with the family caregivers rating 
these needs not significantly different from either the 
clients* or the nurses* ratings.
The clients were found to be primarily oriented 
with an external locus of control. Responses in the 
Multidimensional Health Locus of Control indicated the 
belief that the strongest influence on their health to 
be that of powerful others. This external orientation 
also was present in the belief that chance or fate 
significantly affected their health or lack of health. 
They were however slightly internal in terms of their 
own influence on their health, but to a lesser degree.
The family caregivers were also external in their 
locus of control, but not to the same degree that the 
clients were. They were similar to the nurses and 
clients in feeling a moderate sense of internal control 
of their health. Yet this group was slightly external 
in terms of chance affecting their health but not to 
the same degree as the clients were. They also were 
moderately external in the effect of powerful others on 
their health.
The nurses were the only group found to be 
consistently internal on the three constructs of locus 
of control.
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Socioeconomic status was lowest for the clients, 
followed closely by the family caregivers, and highest 
for the nurses. Only the nurses' status was found to 
be significantly differnt among the three groups.
Four relationships were found among the variables 
of this study and varied among their strength of 
association. The relevance of three of these 
relationships will be discussed in relation to the 
third and fourth research questions in the conclusion 
of this study. The clients' perceptions of needs were 
moderately related to the perceptions of their family 
caregivers. This relationship may be expected because 
of the intimacy and cultural influence often shared 
between family members.
Discussions and Conclusions
The first research question of this study was :
What are the needs of the home health client as 
perceived by the client, the family, and the nurse?
The findings were consistent in answering this research 
question. All three subject groups perceived 
knowledge needs to be the most important needs. The 
second most important perceived need of the client was 
of a feeling and caring nature. The same priority of 
perceptions among the subject groups were also found in 
Smith's (1986) study. These findings support Orem's
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(1985) self-care model in which the nurse, in a primary 
care setting, such as home care, is seen as a 
consultant to the client's self-care agency, of which 
the client and family caregiver are principle 
participants. Orem described the nursing system 
employed in this setting as a supportive-educative 
system, one in which the nurse is sensitive to the 
client's knowledge and feeling/caring needs.
The second research question was: What are the
similarities and differences in the perceptions of 
client needs by the client, the family, and the nurse? 
The finding of knowledge and feeling/caring needs being 
highly valued similarly by the clients, the family 
caregivers, and the nurses again supported Orem's model 
for when a supportive-educative nursing system is 
appropriate. This finding also supported Smith's
(1986) findings whereby feeling/caring and knowledge 
needs were more important than physical needs. In 
examining the overall perceived client needs, there was 
no significant difference in the three subject groups. 
Yet when these needs were examined more closely, there 
was a significant difference in the need for 
feeling/caring as perceived by the nurses was found in 
comparison to the clients' perceptions. Findings with 
both similarities and differences occurring within the
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same study were noted in Walkenstein's (1982) study of 
perceptions of pain by burn clients and their hospital 
nurses. The nurses were similar in their perceptions 
to the clients* perceptions overall, except when the 
clients were receiving treatment for their burns, such 
as dressing changes or physical therapy. In the 
current study of home care clients' needs, the nurses' 
perception of the client's feeling/caring needs were 
significantly greater than were the clients'. In the 
study by Jennings and Muhlenkamp (1981), the nurses 
perceived the levels of anxiety, hostility, and 
depression to be greater than that perceived by the 
clients. This enhanced perception of feeling/caring 
needs by nurses may be related to their education and 
experience which emphasized these needs, or to their 
need to validate beliefs which emphasize health, or 
possibly to the client's use of denial to suppress 
their perception of these needs.
The third research question of this study was:
What is the relationship between locus of control and 
needs of the home health client as perceived by the 
client, the family, and the nurse? Both the client and 
family caregiver groups were found to be more 
externally oriented than internally oriented. The 
nurses were found to be more internally oriented. This
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finding supported Smith's (1986) conclusions. A 
moderate relationship was found between the family 
caregivers' CHLC and the nurses* perception of client 
needs. When nurses' have family caregivers, who 
believe that health is influenced by chance and are 
significantly externally oriented, they may be less 
attentive to the care required for a home health 
client. The study also found that the family 
caregivers' perceived greater client needs when the 
client's locus of control was external. Again, if a 
caregiver, be it a nurse or family member, perceives an 
external health belief locus of control on any part of 
the self-care agency, a greater sense of need is 
perceived. These conclusions were supported by 
Wallston, et al (1983) in which persons who functioned 
with an external locus of control tended to be passive 
in their health care behaviors and to have fewer 
perceived needs related to self-care, thus requiring 
more care from health care providers. Therefore, the 
current study supports Orem's (1985) theory in that an 
understanding of locus of control is ideally gained in 
the nurse's education so as to enable the nurse to 
accurately assess the self-care agency's deficits.
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The fourth research question in the study was:
What is the relationship between socioeconomic status 
and needs of the home health client as perceived by the 
client, the family, and the nurse? Findings supported 
the conclusion that the nurses were significantly 
higher in socioeconomic status than were the clients 
and family caregiver groups. Socioeconomic status was 
not found to influence perceptions significantly. Yet 
a moderate relationship existed between the family 
caregivers' SES and the clients * SES and between these 
two groups' perception of needs. Smith's (1986) 
conclusion that socioeconomic status does influence 
perception is also supported. This conclusion 
indirectly supported Davitz, et al (1969) in concluding 
that age and socioeconomic status did influence 
perceptions of pain. These findings were consistent 
with Orem's (1985) model whereby socioeconomic status 
can either have a positive or negative influence on the 
degree of development and quality of the self-care 
agency of individuals and their families.
Implications to Nursing 
The findings of the study offer many implications 
to nursing. Orem's (1985) theory of a supportive- 
educative nursing system being employed in primary care 
is validated by the study's conclusion that knowledge
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and feeling/caring needs were most valued by the 
clients, family caregivers, and nurses. The practice 
of nursing relies on perception as integral to the 
process of assessment and collaboration in planning 
client care. The significance to nursing research has 
repeatedly been demonstrated through this study's 
conclusions supporting past research and through the 
stimulation of further research.
Recommendations for Future Study
The following recommendations are to be 
considered:
Conduct a study with a larger sample, preferably 
combining the data sets of this study with Smith (198 6) 
and others.
Develop the statistical analysis to assess 
similarities and differences of perceptions of client 
needs among individual triads rather than among client, 
family caregiver, and nurse groups.
Compare clients' perceived needs according to 
diagnostic groups, such as hypertension versus 
arthritis or chronic illness versus acute illness, to 
determine if a difference in perception exists.
Analyze other predictor variables such as nurse 
preparation. Such preparation may include clinical 
background, years of experience, generic education.
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graduate education, and continuing education. This 
analysis would provide data to support the financial 




Cox, C. L. (198 5). The health determination index.
Nursing Research. 4., 49-52.
Davitz, L. J., Pendleton, S. H., and members of the 
class of TN4600, Fall, 1967. (1969). Nurses*
inferences of suffering. Nursing Research, 1^(2), 
100-107.
Dodge, J. S. (1969). Factors related to patients 
perceptions of their cognitive needs. Nursing 
Research, 18, 501-513.
Edelstein, J., & Linn, M. W. (1986). Locus of control 
and the control of diabetes. Diabetes Educator. 
13,(1), 51-54.
Edston, S., Miller, M. W. (1981). Preparing the
family to care for the cancer patient at home; a 
home care course. Cancer Nursing, 4., 49-51.
Gierszewski, S. B. (1983). The relationship of weight 
loss, locus of control and social support.
Nursing Research 3_2 (1) , 43-47.
60
Green, L. W. (1970). Manual for scoring socioeconomic 
status for research on health behavior. Public 
Health Reports. 85. 815-827.
Highrighter, M. E. (19 84). Public health nursing
evaluation: education and professional issues:
1977 to 1981. Annual Review of Nursing. 2., 165- 
189.
Jacobson, J. M. (1990). Nursing's response to the 
aging population. Home Healthcare Nurse, ^(3), 
24-28.
Jennings, B. M., & Muhlenkamp, A. F. (1981).
Systematic misperception: Oncology patients*
self-reported affective states and their care­
givers' perceptions. Cancer Nursing. 34. 485-489.
Kontz, M. M. (1989). Compliance redefined and
implications for home care. Holistic Nursing 
Practice. 2(2), 54-64.
Lauer, P., Murphy, S. P., & Powers, M. J. (1982).
Learning needs of cancer patients: a comparison
of nurse and patient perceptions. Nursing 
Research. 31, 11-16.
Leske, J. (1986). Needs of relatives of critically
ill patients: a follow-up. Heart & Lung. 15(2), 
189-193.
61
Molter, N. C. (1979). Needs of relatives of
critically ill patients: A descriptive study.
Heart and Luna. 8(2), 447-453.
Muhlenkamp, A. F. & Joyner, J. A. (1986). Arthritis
patients* self reported affective states and their 
caregivers perceptions. Nursing Research, 35, 24-
27.
Oda, D. S. (1989). Home visits: Effective or
obsolete nursing practice? Nursing Research, 38. 
121-123.
Orem, D. E. (1985). Nursing: concents of practice
(3rd Ed.). New York: McGraw-Hill.
Pep1au, H. E. (1952). Interpersonal relations in
nursing. New York: G. P. Putnam * s Sons.
Rotter, J. B. (1954). Social learning and clinical
psvchologv. Englewood Cliffs, NJ: Prentice-Hall.
Saltzer, E. B., & Saltzer, E. I. (1981). Internal
control and health: which comes first? Western
Journal of Nursing Research, 9, 542-554.
Smith, L. (1986). The needs of the home health client 
as perceived by the client, the family, and the 
nurse. Unpublished master*s thesis, Louisiana 
State University Medical Center, New Orleans, LA.
62
Walkenstein, M. D. (1982). Comparison of burned 
patients * perception of pain with nurses * 
perception of patients* pain. Journal of Burn 
Care and Rehabilitation. 3 (4), 233-236.
Wallston, K. A., Smith, R. A., King, J. E., Forsberg,
P. R., Wallston, B. S., & Nagy, V. T. (1983). 
Expectancies about control over health: 
Relationship to desire for control of health care. 
Personalitv and Social Psycholoqv Bulletin, 9, 
377-385.
APPENDIX A 
MODIFIED MOLTER SURVEY OF NEEDS SCALE 
Form 1 Client-Subject 
Form 2 Family-Subject 
Form 3 Nurse-Subject
Code —
MODIFIED MOLTER SURVEY OF NEEDS SCALE 
CLIENT-SUBJECT FORM 1
This is a questionnaire to determine the way you view the 
importance of needs. Each item is a need statement with which you 
may agree or disagree. Please make sure you answer every item and 
that you circle only one number per item. This is a measure of 
your personal view, therefore, there are no right or wrong 
answers.
1=N0T IMPORTANT 3=IMPORTANT
2=SLIGHTLY IMPORTANT 4=VERY IMPORTANT
NI SI I VI
1. To feel that the heme health agency 1 2  3 4
personnel care about me.
2. To be informed about changes in ray 1 2  3 4
condition.
3. To have my questions answered honestly. 1 2  3 4
4. To know why things are done to me. 1 2 3 4
5. To talk about the possibility of my 1 2  3 4
death.
6. To be told about other people or 1 2  3 4
community resources who could help with
financial problems.
7. To be told about other people or 1 2  3 4
community resources who could help with
family problems.
8. To be told about other people or 1 2  3 4
community resources who could help with
getting equipment (supplies).
9. To feel there is hope. 1 2  3 4
10. To know about the prognosis (probable 1 2  3 4
outcome) of my illness.
NI SI I VI
11. To know specific facts concerning my 1 2 3 4  
progress.
12. To have explanations given in terms that 1 2  3 4
are understandable.
13. To feel accepted by the heme health 1 2  3 4
agency staff.
14. To be assured that the best possible care 1 2  3 4
is being given to me.
15. To know exactly what is being done for me. 1 2 3 4
16. To be encouraged to cry. 1 2  3 4
17. To talk about negative feelings such as 1 2 3 4
guilt, anger, or being depressed.
18. To talk about care of the skin and how to 1 2 3 4
prevent and treat breakdown of the skin.
19. To talk about taking medications by mouth 1 2  3 4
and by injection.
20. To talk about controlling pain through 1 2  3 4
comfort measures and by medications.
21. To talk about maintaining my physical 1 2  3 4
activity and how to deal with my
limitations of activity.
22. To be taught how to help when being 1 2  3 4
given a bed bath.
23. To be taught how to help when I am lying 1 2  3 4
in bed having my bed changed.
24. To be taught how I should transfer from 1 2  3 4
the bed to a chair.
25. To be taught how to use a bedpan or 1 2  3 4
urinal.
26. To talk about vdiat observations to make 1 2  3 4
to assess (judge the seriousness) of my
condition.
NI SI I VI
27. To talk about diets, nutrition, and 1 2  3 4
different types of between meal feedings.
28. To talk about not wanting to eat or loss 1 2  3 4
of appetite.
29. To be taught about how to deal with or 1 2  3 4
prevent constipation.
30. To talk about use of oxygen in the heme 1 2  3 4
and safety measures.
31. To talk about children's questions, how 1 2  3 4
best to answer them, and how to involve
them in my care.
32. List any other concerns that were not mentioned in the list of 
needs statements.
Code
MODIFIED MOLTER SURVEY OF NEEDS SCALE 
FAMILY-SUBJECT FORM 2
This is a questionnaire to determine the way you view the 
iirportance of needs. Each item is a need statement with viiich you 
may agree or disagree. Please make sure you answer every item and 
that you circle only one number per item. This is a measure of 







1. To feel that the heme health agency 
personnel care about my family member.
2. To be informed about changes in the 
condition of ray family member.
3. To have questions answered honestly.
4. To know viiy things are being done to iry 
family member.
5. To talk about the possibility of my 
family member's death.
6. To be told about other people or 
ccrannunity resources who could help with 
financial problems.
7. To be told about other people or 
ccmmunity resources vviio could help with 
family problems.
8. To be told about other people or 






NI SI I VI
9. To feel there is hope for my family 1 2  3 4
member.
10. To know about the progress {possible 1 2  3 4
outcome) of my family member's illness.
11. To know specific facts concerning ity 1 2 3 4  
family manber's progress.
12. To have explanations given in terms that 1 2  3 4
are understandable.
13. To feel accepted by the heme health 1 2  3 4
agency staff.
14. To be assured that the best possible care 1 2  3 4
is being given to my family member.
15. To know exactly what is being done to my 1 2 3 4
family member.
16. To be enouraged to cry. 1 2  3 4
17. To talk about negative feelings such as 1 2 3 4
guilt, anger, or being depressed.
18. To talk about care of the skin and how to 1 2 3 4
prevent and treat breakdown of the skin.
19. To talk about giving medications by mouth 1 2  3 4
and by injection.
20. To talk about controlling pain through 1 2  3 4
comfort measures and by medications.
21. To talk about maintaining my family 1 2  3 4
member's physical activity and how to deal
with his/her limitations of activity.
22. To be taught how to give a bed bath. 1 2  3 4
23. To be taught how to change an occupied 1 2  3 4
bed.
24. To be taught how to transfer my family 1 2  3 4
member from the bed to a chair.
NI SI I VI
25. To be taught how to place a bedpan or 1 2  3 4
urinal.
26. To talk about what observations to make to 1 2 3 4
assess (judge the seriousness) my
family member's condition.
27. To talk about diets, nutrition, and 1 2  3 4
different types of between meal feedings.
28. To talk about not wanting to eat or loss 1 2  3 4
of appetite.
29. To be taught about how to deal with or 1 2  3 4
prevent constipation.
30. To talk about use of oxygen in the heme 1 2  3 4
and safety measures.
31. To talk about children's questions, how 1 2  3 4
to best answer them, and how to involve
them in the care of the client.
32. List any other concerns that were not mentioned in the list of 
needs statements.
Code
MODIFIED MOLTER SURVEY OF NEEDS SCALE 
NURSE-SUBJECT FORM 3
This is a questionnaire to determine the way you view the 
inportance of needs. Each item is a need statement with which you 
may agree or disagree. Please make sure you answer every item and 
that you circle only one number per item. This is a measure of 
your personal view, therefore, there are no right or wrong 
answers.
l=4SfOT IMPORTANT 3=IMP0RTANT
2=SLIGHTLY IMPORTANT 4=VERY IMPORTANT
NI SI I VI
1. To feel that the heme health agency 1 2  3 4
shows their caring for the client.
2. To inform client or family member of a 1 2 3 4
change in client's condition.
3. To answer the questions of the client or 1 2 3 4
family member honestly.
4. To explain why things are being done to 1 2 3 4
the client or to family members.
5. To talk to the client or family member 1 2  3 4
about the possibility of the client's
death.
6. To tell client or family member about 1 2  3 4
other people or community resources who
could help with financial problems.
7. To tell client or family member about 1 2  3 4
other people or community resources vdio
could help with family problems.
8. To tell client or family member about 1 2  3 4
other people or community resources who
could help with getting equipment 
(sufplies) .
NI SI I VI
9. To talk to the client or family member 1 2  3 4
about feeling that there is hope.
10. To talk to the client or family member 1 2  3 4
so they will know about the prognosis
probable outcome) of the client's illness.
11. To talk to the client or family member 1 2  3 4
so they will know specific facts
concerning the client's progress.
12. To give the client or family member 1 2  3 4
explanations in terms that are
understandable.
13. To be sure the client or family member 1 2  3 4
feels accepted by the home health agency
staff.
14. To assure client or family member that 1 2  3 4
the best possible care is being given to
the client.
15. To talk to the client or family member so 1 2 3 4
they will know exactly vhat is being done
for the client.
16. To encourage the client or family member 1 2  3 4
to cry if they feel the need.
17. To encourage the client or family member 1 2  3 4
to talk about negative feelings such as
guilt, anger, or being depressed.
18. To talk to the client or family member 1 2  3 4
about care of the skin and how to prevent
and treat breakdown of the skin.
19. To talk to the client about taking 1 2  3 4
medications by mouth and by injection and
to the family member about giving 
medications by mouth and by injection.
20. To talk to the client or family member 1 2  3 4
about controlling pain through comfort
measures and by medications.
NI SI I VI
21. To talk about maintaining the client's 1 2  3 4
level of activity and how to deal with
the limitations of activity.
22. To teach the client how to assist when 1 2  3 4
being given a bed bath and to teach the
family member how to give a bed bath.
23. To teach the client how to help when 1 2  3 4
lying in bed and having the bed changed
and to teach the family member how to 
change an occupied bed.
24. To teach the client and the family member 1 2  3 4
how to transfer the client from the bed to
a chair.
25. To teach the client how to use and the 1 2  3 4
family member how to place a bedpan or
urinal.
26. To talk to the client or family member 1 2  3 4
about vhat observations to make to assess
(judge the seriousness) the client's 
condition.
27. To talk about diets, nutrition, and 1 2  3 4
different types of between meal feedings.
28. To talk about not wanting to eat or loss 1 2  3 4
of appetite.
29. To talk to the client and/or family member 1 2  3 4
about how to deal with or prevent
constipation.
30. To talk about use of ojq̂ gen in the home 1 2  3 4
and safety measures.
31. To talk about children's questions, how to 1 2 3 4
best answer them, and how to involve them
in the care of the client.
32. List any other concerns that were not mentioned in the list of 
needs statements.
APPENDIX B
MULTIDIMENSIONAL HEALTH LOCUS OF CONTROL 
Form A Family Subject 
Nurse Subject 
Form C Client Subject
Code
MÜLTI-DIMENSIONAL HEALTH LOCUS OF CONTROL
FORM A
This is a questionnaire designed to determine the way in which 
different people view certain important health-related issues.
Each item is a belief statement with which you may agree or 
disagree. Beside each statement is a scale which ranges frcxn 
strongly disagree (1) to strongly agree (6) . For each item we 
would like you to circle the number that represents the extent to 
which you disagree or agree with the statement. The more strongly
you agree with a statement, then the higher will be the number you
circle. The more strongly you disagree with a statanent, the 
lower will be the number you circle. Please make sure that you 
answer every item and that you circle only one number per item. 
This is a measure of your personal beliefs; obviously there are no 
right or wrong answers.
Please answer these items carefully, but do not spend too much 
time on any one item. As much as you can, try to respond to each 
item independently. When making your choice, do not be influenced 
by your previous choices. It is important that you respond 
according to your actual beliefs and not according to how you feel 
you should believe or how you think we want you to believe.
1=STR0NGLY DISAGREE 4=SLIGHTLY AGREE
2=M0DERATELY DISAGREE 5=M0DERATELY AGREE
3=SLIGHTLY DISAGREE 6=STR0NGLY AGREE
SD MD SD SA MA SA
1. If I get sick, it is my own 1 2 3 4 5 6
behavior vhich determines how
soon I get well again.
2. No matter vhat I do, if I am 1 2 3 4 5 6
going to get sick, I will get
sick.
3. Having regular contact with iry 1 2 3 4 5 6
physician is the best way for me
to avoid illness.
SD
4. Most things that affect ity health 
happen by accident.
5. Whenever I don't feel well, I 
should consult a medically trained 
professional.
6. I am in control of my health.
7. My family has a lot to do with my 
becoming sick or staying healthy.
8. When I get sick, I am to blame.
9. Luck plays a big part in 
determining how soon I will recover 
frcm an illness.
10. Health professionals control my 
health.
11. My good health is largely a matter 
of good fortune.
12. The main thing which affects my 
health is viiat I myself do.
13. If I take care of ityself, I can 
avoid illness.
14. When I recover frcm an illness, 
it's usually because other people 
(for example, doctors, nurses, 
family, friends) have been taking 
good care of me.
15. No matter what I do. I'm likely to 
get sick.
16. If it's meant to be, I will stay 
healthy.
17. If I take the right actions, I can 
stay healthy.
18. Regarding my health, I can do only 









MHLC Form C Code
INSTRUCTIONS : Each item below is a belief statement about living
with a medical or heal th-related condition with which you may agree 
or disagree. Beside each statement is a scale which ranges from 
strongly disagree (1) to strongly agree (6). For each item I would 
like you to circle the number that represents the extent to which 
you disagree or agree with the statement. The more strongly you 
agree with a statement, then the higher will be the number you 
circle. The more strongly you disagree with a statement, then the 
lower will be the number you circle. Please make sure that you 
answer every item and that you circle on 1 v one number per item. 
This I s a  measure of your personal beliefs; obviously, there are no 







If my condition worsens, it is my 
own behavior which determines 











No matter what I or anyone else 
does, if my condition is going 
to get worse, it will get worse
1 2 3 4 5 6
3. If I see my doctor regularly, I 
am less likely to have problems 
with my condition.
1 2 3 4 5 6
Most things that affect my 
condition happen to me by chance.
1 2 3 4 5 6
5. Whenever my condition worsens, I 
should consult a medically 
trained professional.
1 2 3 4 5 6
I am directly responsible for my 
condition getting better or worse
1 2 3 4 5 6
7. Other people play a big role in 
whether my condition improves, 
stays the same, or gets worse.
1 2 3 4 5 6
8. Whatever goes wrong with my 
condition is my own fault.
9. Luck plays a big part in 
determining how my condition 
improves.
1 2 3 4 5 6
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10. Health professionals are 
responsible for seeing that 
my condition improves.
11. Whatever improvement occurs with 
my condition is largely a matter 
of good fortune.
12. The main thing which affects my 
condition is what I myself do.
13. If my condition worsens, it’s a 
matter of fate.
14. If I take the right actions, my 
condition should improve or at 
least not get any worse.
15. Following doctor's orders to the 
letter is the best way to keep my 
condition from getting any worse.
16. If my condition takes a turn for 
the worse, it is because I have 
not been taking proper care of 
myself.
17. The type of help I receive from 
other people determines how soon 
my condition improves.
18. Even when I take care of myself, 
things outside of anyone's control 
can make my condition get worse.
19. In order for my condition to improve, 
it is up to other people to see that 
the right things happen.
20. I deserve the credit when my 
condition improves and the bleone 
when it gets worse.
21. If I am lucky, my condition will 
get better.
22. Regarding my condition, I should 






















1«STRONGLY DISAGREE 4«SLIGHTLY AGREE
2«MODERATELY DISAGREE 5«MODERATELY AGREE
3«SLIGHTLY AGREE ^«STRONGLY AGREE
SD MD D A MA SA
23. I ’m the one with the responsibility 1 2  3 4 5 6
for what happens with my condition.
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1* any year of special trade 
school, secretarial college, or 
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Title: The Needs of the Heme Health Client as Perceived by the
Client, the Family, and the Nurse.
Principal Investigator: Ashton J. Lastrapes, RN, BSN
Phone number (heme) 486-1269
Faculty Adviser: Dr. Virginia Lee Cora, D.S.N., R.N.C.
Mississippi University for Wemen 
School of Nursing Graduate Program 
Columbus, Mississippi 39701 
(601) 329-7323
I agree to the following: (a) complete the Modified Mol ter
Survey of Needs Scale, which covers my beliefs about my needs, the 
needs of client as perceived by the family, or the needs as 
perceived by the registered nurse who is the case manager, (b) 
complete the Multidimensional Health Locus of Control Scale which 
covers how I interpret the relationship between personal behavior 
and life's ejq̂ eriences, and (c) complete the questionnaire on 
socioeconomic status (e.g., age, race, and occupation). The 
results of this study may be used to better understand the needs 
of the home health clients.
I understand that the results of these questionnaires will be 
used for data analysis in this study, and that the results may be 
published. However, my privacy will be protected, and my name 
will not be used in any manner whatsoever. A copy of the results 
will be available to me by request, upon ccnpletion of this study.
I agree to have a family member and my nurse vdio is the case 
manager participate in this study by also answering questions 
about my needs.
I understand that I may withdraw from this study at any time 
without jeopardizing in any way, my medical and nursing treatment 





Title: The Needs of the Hone Health Client as Perceived by the
Client, the Family, and the Nurse.
Principal Investigator: Ashton J. Lastrapes, RN, BSN
Phone number (home) 486-1269
Faculty Advisor: Dr. Virginia Lee Cora, D.S.N., R.N.C.
Mississippi University for Women 
School of Nursing Graduate Program 
Columbus, Mississippi 39701 
(601) 329-7323
I agree to the following: (a) ccnplete the Modified Mol ter
Survey of Needs Scale, which covers my beliefs about the needs of 
client as perceived by the family member, (b) corplete the 
Multidimensional Health Locus of Control Scale which covers how I 
interpret the relationship between personal behavior and life's 
experiences, and (c) complete the questionnaire on socioeconomic 
status (e.g., age, race, and occupation) . The results of this 
study may be used to better understand the needs of the home 
health clients.
I understand that the results of these questionnaires will be 
used for data analysis in this study, and that the results may be 
published. However, my privacy will be protected, and my name 
will not be used in any manner whatsoever. A copy of the results 
will be available to me by request, upon completion of this study.
I have been advised and understand that I am answering these 
questions in behalf of the client, my family member.
I understand that I may withdraw from this study at any time 
without jeopardizing in any way, my family member's medical and 





Title: The Needs of the Heme Health Client as Perceived by the
Client, the Family, and the Nurse.
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Phone number (heme) 486-1269
Faculty Advisor: Dr. Virginia Lee Cora, D.S.N., R.N.C.
Mississippi University for Wemen 
School of Nursing Graduate Program 
Columbus, Mississippi 39701 
(601) 329-7323
I agree to the following: (a) complete the Modified Molter
Survey of Needs Scale, vhich covers my beliefs about the client's 
needs, (b) complété the Multidimensional Health Locus of Control 
Scale which covers how I interpret the relationship between 
personal behavior and life's experiences, and (c) complete the 
questionnaire on socioeconomic status (e.g., age, race, and 
occupation) . The results of this study may be used to better 
understand the needs of the home health clients.
I understand that the results of these questionnaires will be 
used for data analysis in this study, and that the results may be 
published. However, my privacy will be protected, and my name 
will not be used in any manner whatsoever.
I have been advised and understand that I am answering these 
questions in behalf of the client.
I understand that I may withdraw from this study at any time 
without jeopardizing in any way, my position with this institution 







o  . j o r r -  
o u a r m  
o _ i c y p o  O-JOrCM J-
o_jar«M«- 
o —i c y » - 00
0 —1 O’»-CO 
O-IGf*-»- 
O —I O'ON 
O-IOa- 
0-IOC\J 





O —I o\o 
O —I o»- 
o s: OM»- 
O Z Oroo 
O Z OCJON 
OSOCMCO 
O ZOCMf'-
o z: ocviso 
o z o ( \ j i n  
o z o r u z fO Z: OC\J ro
o z: ocvcj
OZOOJ»-
o z ro o jo  
ozro»-o\ 
o  z: o»- 00 
oz:o» -r- 
o  Z 0 »-N0 
oz:o»-ifN
o z  o r - a -  
OZ O r - o o  OSO»-OJ 
oz:o»-»- 
o z :o » -o
OZOON
o z o o o
o z o r -
o z o v o
o z o v n








VO J "  m  NO iTk iTN ̂  VO NO vO n  VO VO VO .d" VO OO VO VO
m  .d" J  m i n m  VO VO cvj eo ̂  VO ro po ̂  ifvifv VO iTv 
m  i f  J "  iTv iTs VO po m v o  » - .a’VO VO VO J "  .S'po .S'VO 
vO-SfvOvOvOvOiOvOiTvvOifvOVOvOifvomvOifV 
vo ar m  VO .a" VO .a" VO VO »— if VO VO iTv iT\ VO-S'po VO 
»— m»— ifm»— if if O'If* if VO VO VO if (vj ir»»— if»—O'ifiAP'OCJvOtfViAifPOO'VOvOifPOtrv»—cfV 
VO i f  »—O ' i f  i f  iT\ VO VO iTv ifVlfV VO VO PO ifMT» VO lT\ 
»—i f » —i f i f r O i f l T i i f » —POPOVOlfVCVJPOLfV»—i f  
»—v o c v j i f p o p o i f i n o ' » —po»—voifVLfVPoo'*—po 
»—i f O ' l A i f » —O ’lfv»—»— POPOVOOifCVJif»—PO t—»—VOO'PT—LTMTVPOp-O'CVJlfMfV-a'»—O'»—O" 
i f p o » —CVJOJ»—vOVOpo»—PO»—vovOifV»—i f O ’O  
rvjifv&rnrvif iTVPOif »—o v o i f v p o i f v i f  o o  »—iT\ 
»—CVJPOififiT»—i f i n » —r*1PO*—PPJlfVPOCVJ»—tA 
O" O'CJ PO O ’i f  CM O ’O'PO • lA »—PO O  P*0 »—CM
LA O CM V O IA O O IA O V O O V O V O O O  A O v O l A  
v o o o o  A iA p oO lA O lAVOiA O O  A po »— A  
CM»—'— CMO»—pOvO»—»—OA CM *—A p o p o »—PO 
vO O A A povOCMvO»—»—O voO p o O O p o O A  
VO A » -  CM AVOPOVOVO»—O  A A A  A O O O  A  
PO»—pOCM»—CM»—O O O p o p oO O » —CM»—O » — 
po»—O p o »—CM»—O » —O p» > O O p»5»—CM»—O p~ 
O » —pO pO O C M O O O p o p o p o O p o»—O C M O »— 
P 0 C M O P 0 r - P 0 P » ïO P 0 O P 0 O O P 0 O C M r» ’5 O » — 
pop0 O p0 p0 p> 0 O O O O pp5 O O p0 O O p0 O O  
O p0 cO p»>p0CMp0 O O O P 0 O O O C M O pp> O O  
O p-CMpO»—CM»—O ' — POCMPOOO»—CM»—P“ »— 
O pOCMp o »—CMCMO»—PO C M O O O » —CM»—»—p~ 
O » —PO»—»—»—»—O » —p o CMp o O O » —CM*—^  — 
O p" O p~ p o p“ CMO»—OCMpO O O * —CM»-»—»— 
O p oO p o p o p o p o O O pO poO O O » —O O O O  
. ^ ppjpopo poC M O O O pO p o O O O » —O P O O O  
O p o O p opo p o p»î O O O pO O O O » —P»5POOO  
CMP0Op0 O C M p»5OC M Op0 O O O » — POOOCM  
OPOPOPO»—p0 C M O O C M O p» 7 O O * —POPO»—O  
POPOCM»—»—CM»—O pO»“ POPOOCM»—*—pO p o »— 
O p»î O p oO O C M O poO poO O O O p o p o O O  
O O p o p o p o O O O poO p oO O O O O O O O  
O O O p0CMP0c» 1 O O pp>p0 O O O pp> O O O O  
O P 0 O p p > O O f 0 O O O P » ï O O O C M O P 0 O O  
O po po p»5p oOCMp oO O O O O O » —' O O O O  
O P O P O P O P O P O C M O O O O O O m » —O C M O O  
O pOCMpO pO O pO O O O O O O O » —O pO O O  
O pp>p o p o p o O p»î O O O p opoO O » —O O O O  
PO»—O pO»—O pO O O O C M O O O pO O O pO O  
ppjpoppjpo»—0 O pp> O O p» > O O O p»5 O O O O  
p»î*—PO*—*—C M O O C M O O p o OCM»—POCM*— »— 
O p oO p o p oO p oO O O O O O O O O O pO O  
O p o O pO pO poO O poO O O O O O O O O O  
O p o O p oO p o p o O O O O O O O O O O O O  
O O p o poO p o p o O O O O O O O O O O O O  
< < < < < < < < < < < < < < < < < < <
» - p n O A v O O v A O O O v O » — C M O A v O f ’̂ -O O O v O  
O O O O O O » - * - » — CMCMCMCMCMCMCMCMCMPO
• CM P»> O  A  VO r - - 00  OV O  *“  CM CO O  A  VO r - - 0 0  Ov
u - Z O r p o o  
U-ZCTCMCf» 
U-ZGTCMOO 
Ü - Z  cycMf -  
ü - z c y c M v o
U_ZCyCM A  
L u Z c y c M O  Li_zcycMPo 
LuZCyCMCM 
u _ z c y c M » -  u-zcycMo 
u _ z c y » - < f v
u_ Z  O'»— CO
ii_ z o»— r-- 
U . Z O » —VO 
Li. z o»— A  
u_ z o»—o 
u_ Z  O  »- p»> 
Li_ZO»-CM 
u_ ZZ O » — »—
u_zo»-o 
U - Z  o o v
U -Z O C O
u _ z o r -
U . Z  OVO 
U . Z O A  
U - Z O O  
u .  Z O p»1 
Ü -Z O C M  
L k . Z O » -  
L - L i - o a ^ z  
U.C/33C3Q-5UJOI—
c - J > a : c o  l u j Q
o c o o o c
ooocjcoooo: 
o oc < OUJ
0 > 0 I —UJCJ 
0 > Q C C O  ILlJ Q pO
o > - t r : t o  l u jQCM O >-a: tn luics»-
O û C U J h - — OCLüQ
o  3 :  o  q:  ii:  — z  C3 
O Z I  f— z o
O O I t Z  I— zo
oz<û:tô -<̂ - 
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Z(i-l̂ î u.ZZu.u.luZ u.ZZll.ZLl.u.Ll.
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